
 

Plea se write in black ink a nd use block ca pital letters.  

A ll sect ions must be completed or  marked ‘n ot a pplicable’.  

Com plete the checklist a nd en sure that y ou sig n the declaration a t the en d of th is for m.  

 

Policy  number  

  

 

Ma in Policy holder details 

 
 Ti tl e  Fi rst name  Last name 
 

 
 

 
 

 

      
 Emai l  address    Date of Bi rth (DD/MM/YY) 
 

 
 

 
      
 Ful l address     
 

     
      
     Postcode 
 

     

      
 Contact no. (day )    Contact no. (ev e) 
 

   

For secu rity purposes please provide a password which will be requ ired to access your claim information  

This is for additional se curity and you may be  aske d for it whe n calling Chubb.  

Insu red person s details 
 

 Ful l name    

Date of Bi rth 
(DD/MM/YY)  

Rel ationship to  
mai n policy  holder  

I i ntend to cl aim  
on behalf of: () 
where appl icable 

          

          

          

          

          

          

  

 

 Ch u b b Eu rop ean Grou p Limited 
Tr avel  Insurance  Claims 

OS G,  Merrion Hall ,  
S t rand Road, 

S a ndymou nt, Du blin 4  

T: 1 800 7 19 4 20 or  
 +3 5 3  ( 0)1 4 40 1 757  

Claim form 
   

Medical expenses 
  

   



Accident/Sickness details (Please provide a copy of your original itinerary/travel documents if available) 

Type of travel:   Bu siness:  Hol iday:  Date of trip:   

Please give exact date and time when injured or taken i ll: Date:  Place:   

Was a European Health Insurance Card (EHIC) used? Y es: N o:  

If Y ES please provide details   

 

If acci dent please state fully:-  

a) Where the accident occurred:  

 

 

b) How the accident occurred:  

 

 

c) The injuries sustained:  

 

 

If i llness please state full details of you r illness  

 

 

Have you/the claimant ever suffered from this illness before? Y es: N o:  

If Y es, please give details with relavant days  

 

 

 

Please state whether you /the claimant were in hospital Y es: N o:  

If yes please sate dates of hospitalisation:: A dmitted  Discharged   

Have you/the claimant previously claimed under this or a similar policy? Y es: N o:  

If Y es, please give details  

 
 

 

 

A re you/the claimant covered under any group private medical scheme ie QUINN/VHI or any similar scheme  Y es: N o: 

If Y es please give name, address and reference number of the company concerned  

 
 

 

If Y es please give name, address and reference number of the company concerned  

 

 
 

Please give name and address of General Practitioner in the Republic of Ireland  

 

 

Pl ease also provide us wi th a letter from your/the cl aimants attending doctor confirming it was in order for y ou to travel.  



Details of Expense 

A ll  accounts, bil ls, receipts, medical certificates, booking invoices, any correspondence and any other docu ments relative to  th is claim 

shou ld be forwarded to the company 

 Cl ai mant name  
Nature of 
expense 

 
Name & Address of Doctor or 
Hospi tal  attended 

 

Currency   
bei ng  
cl ai med 

 
Amount  
€ 

 
Pai d: 
() 

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

            

       Total  €     

 

  



Pay ee’s bank details 

If we approve you r claim, we can credit the money direct to you r bank accou nt. This method is qu icker, safer and more reliable than 
payment by chequ e. If you wou ld l ike u s to do th is, please complete the fol lowing:- 

N ame of your Bank/Building Society:   Bank sort code 

  

          A ddress:    

   IBA N :  

   BIC:  

   A ccou nt number:  

  N ame of account h older (s):   

 Postcode:     

Data protection 

Protecting you r privacy is very  important to Chu bb Eu ropean Grou p Limited ("Chubb"). A ny information that you  or you r medical 

representative provides in the claim form and/or Doctor’s Statement is “sensitive data” as defined by the Data Protection A ct s of 1988 

and 2003. Sensitive data includes any informa tion abou t you r physical and mental heal th. We requ ire you r consent before we can 

process th is or any other such sensitive data that you  may have already provided u s with or may do so in  the fu ture.  

In  order to administer you r claim, th is information will be u sed by Chu bb and its grou p companies. It may be held in computer and 

or in  manual  files for administration, and risk assessment purposes. We may disclose your personal  data and sensitive data to, and 

may requ est information from other insurance companies and private investigators for u nderwriting, claims handling and fraud 

prevention purposes.  

By retu rning this form, you  consent to ou r processing you r sensitive personal  data for the above pu rposes. You also consent t o ou r 

transferring you r information to cou ntries which do not provide the same level of data protection as Ireland, i f necessary for the above 

pu rposes. If we do make su ch a transfer we will , i f appropriate pu t a contract in  place to ensu re you r information is protect ed. Gu idelines 

for sharing of information in th is regard are contained in a Code of Practice on Data Protection for the Insurance Sector which has be en 

approved by the Data Protection Commissioner.  

Where you  have provided information about another person, you  confirm that they h ave appointed you  to act for them, to consent to the 

processing of their personal data, including sensitive data, to the transfer of their information abroad and to receive on their behalf any 

data protection notices. 

Declaration 

I declare that all the information given is to the best of my knowledge and belief, full true and correct.  

I give permission for any Medical Practitioner, Law Enforcement A gency or Statutory/Regulatory A uthority  mentioned with respe ct to 

th is claim, to release information regarding my records. 

 
 

 
 
 
 
 
Signed: 

Name:   Date: 

Checklist 

Please ensure: 

Y ou  have completed all qu estions on this claim form included any marked ‘N/A’ 

Y ou  have enclosed all requested information/documentation   

Y ou  have signed the declaration section 

Fai lu re to do so wi l l  result in  a delay in handling your claim 

 

    
 

 

Chubb European Group Limited trading as Chubb, Chubb Bermuda International and Combined Insurance, is authorised and regulate d by the Prudential Regulation 

Authority in the United Kingdom and is regulated by the Central Bank of Ireland for conduct of business rules. Registered in Ireland No. 904967 at 5 George's Doc k, 
Dublin 1. Chubb European Group Limited (company number 1112892) is registered in England and Wales with registered offices at  100 Leadenhall Street, London 
EC3A 3BP. 
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